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ABSTRACT: Federally Qualified Health Centers (FQHCs) are community-based health centers 
that provide comprehensive primary care and behavioral and mental health services to patients 
regardless of ability to pay. Passage of federal health reform will likely increase demand for 
FQHC services. To assess these centers’ ability to function as high-performing providers of care, 
in 2009 The Commonwealth Fund surveyed more than 1,000 FQHCs. Four-fifths responded to 
questions about access to care, coordination of care across settings, engagement in quality 
improvement and reporting, health information technology (HIT) adoption, and the ability to 
serve as patient-centered medical homes. Most FQHCs can provide timely on-site care; many 
have problems accessing off-site specialty care. Adoption of HIT is correlated with ability to 
monitor and improve patient care. Medical homes demonstrate significant advantages in coor-
dination of off-site care. The survey highlights methods for strengthening FQHCs’ ability to 
provide care. These include formalizing partnerships with hospitals, improving office systems, 
adopting the medical home model, and increasing use of HIT.
Support for this research was provided by The Commonwealth Fund. The views presented here are those of the authors 
and not necessarily those of The Commonwealth Fund or its directors, officers, or staff. To learn more about new 
publications when they become available, visit the Fund’s Web site and register to receive e-mail alerts. Commonwealth 
Fund pub. no. 1392.
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ExECuTivE SummARy
Federally Qualified Health Centers (FQHCs) are community-based health centers that provide 
comprehensive primary health care and behavioral and mental health services to all patients regard-
less of their ability to pay or their health insurance status.1 Located in medically underserved areas, 
FQHCs are a critical component of the health care safety net. FQHCs serve patient populations 
that are predominantly low-income, minority, and uninsured or rely heavily on public insurance. 
Over 1,000 health centers operate approximately 6,000 sites throughout the United States and terri-
tories. In 2010, these centers will serve an estimated 20 million patients.2 The demand for health 
services provided by federally qualified health centers is likely to increase over time, particularly with 
the passage of the 2010 Patient Protection and Affordable Care Act, the nation’s health care reform 
legislation.3 Since health centers play such a critical role in providing quality care to vulnerable pop-
ulations, it is important to assess system capacity and spotlight areas where support for improve-
ments can lead to increased access and quality of care.
In 2009, The Commonwealth Fund conducted a national survey of all federally qualified 
health centers in order to assess whether FQHCs have the capacity to function as high-performing 
sites of care. A total of 795 centers responded to questions about their patients’ access to care, 
including after-hours or 24/7 care, as well as questions about obtaining specialist referrals and pro-
cedures; coordination of care among providers and across settings; and engagement in quality-
improvement activities and performance reporting. The survey also assessed health information 
technology adoption, the ability to track patient information and manage patient care, and the 
identified opportunities to strengthen health center capacity to be patient-centered medical homes 
(PCMHs). 
Survey findings indicate that many health centers can provide timely access to on-site care. 
Many centers face barriers, however, providing off-site specialty care services for their patients, even 
if these patients have insurance (Exhibit ES-1). Centers that are affiliated with hospitals, however, 
can more easily obtain off-site imaging or follow-up treatment for their patients. Affiliated centers 
also reported more timely communication with hospitals about the care their patients receive in the 
ER and hospital, such as being notified that their patients have been admitted and receiving a dis-
charge summary from hospitals.
Nearly all (91%) health centers reported it is somewhat or very difficult to get off-site specialist •	
care for their uninsured patients; 71 percent and 49 percent of centers, respectively, reported it is 
difficult to get specialist care for their Medicaid fee-for-service patients and Medicare patients.
 Six of 10 centers without any hospital affiliation for referrals reported difficulty in obtaining •	
off-site specialty care for their Medicare patients, compared with 46 percent that have hospital 
affiliations.
ix
Obtaining off-site specialty care for their uninsured patients remains difficult regardless of •	
whether centers have referral affiliations. 
The survey also finds that 40 percent of centers have electronic medical records (EMRs). Yet, 
the capacity for more advanced health information technology (HIT), such as electronically ordering 
prescriptions and tests, creating and maintaining patient registries, tracking patients and tests, and 
providing alerts or prompts remains highly variable among centers. Findings indicate that centers 
that have more advanced HIT systems are better able to track patient test results, generate informa-
tion about their patients, and remind clinicians to provide patients with tests results or appropriate 
services at point of care (Exhibit ES-2). More advanced use of IT systems enables centers to better 
manage care coordination among providers and across settings of care, such as hospitals and ERs.
Twice as many health centers with advanced HIT use indicate their providers receive alerts to •	
provide patients with test results than do centers with the lowest IT functional capacity (51%  
vs. 25%).
Forty-three percent of centers with advanced HIT use report that their providers will receive •	
a prompt at point of care for appropriate services needed by patients; by comparison, just 10 
percent of centers with low HIT use are able to do this.
Fifty-five percent of centers with advanced HIT use can track referrals until a specialist •	
consultation report returns to the referring provider; only 42 percent of centers with low IT use 
have this capacity.
Note: Difficulty includes “somewhat or very difficult.”
* Medicaid-fee-for-service.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting difficulty obtaining procedures with specialists/subspecialists
Exhibit ES-1. Health Centers with Hospital Affiliations Report 
Fewer Difficulties Obtaining Specialty Care for Their Patients
Total
Hospital affliation for referrals for specialist or subspecialist care
No hospital affiliation for referrals100
75
50
25
0
Medicare Medicaid* Uninsured
49 46
69
60
79
71
91
80
91
xThe survey also assesses FQHCs’ capacity to serve as patient-centered medical homes. These 
have been identified as models for delivering high-quality care and for reducing costs.4,5 Using the 
National Committee for Quality Assurance’s medical home measures as a guide, we created a scale 
to describe the stage of development of health centers as a “patient-centered medical home.” The 
findings indicate that although many federally qualified health centers possess capacity in a number 
of the PCMH domains, few report capacity in all five. Improved access, communication, and coor-
dination between specialty care providers and local hospitals are characteristics of health centers with 
increased capacity to function as patient-centered medical homes. These findings point to the 
advantages of having the infrastructure and systems that are the hallmarks of medical homes in 
place when endeavoring to improve coordination of care beyond a health center’s walls.
More than twice as many centers with all the attributes of a medical home are notified when •	
their patients go to the ER, compared to centers with only a few PCMH attributes (45% vs. 
20%) (Exhibit ES-3).
A greater number of centers that have capacity in all five medical home domains receive a •	
discharge summary from hospitals compared with centers that have just three to four domains or 
zero to two domains (45% vs. 34% vs. 21%, respectively). 
Note: Usually means 75% to 100% of the time.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting the following usually occurs:
Exhibit ES-2. Clinics with Advanced Health Information Technology (HIT) 
Capacity Are More Likely to Alert and Prompt Providers to 
Provide Patients with Results and to Track Specialist Referrals
Low HIT capacity (0–3 functions)
Medium HIT capacity (4–8 functions)
High HIT capacity (9–13 functions)
100
75
50
25
0
Provider receives alert or 
prompt to provide patient 
with test results
Provider receives alert or 
prompt at point of care for 
appropriate services 
needed by patient
Center tracks specialist 
referrals until consultation 
report returns to referring 
provider
53
43
51
2725 21
55
42
10
xi
Policy Recommendations
The health care reform bill passed recently by Congress calls for an increase in FQHC funding of 
$11 billion over five years to support both services and expansions. Furthermore, community health 
centers should expect additional resources routed through various grant programs supporting work-
force development and implementation of health information technology. The survey results show 
that this increased investment must be coupled with payment incentives and infrastructure support 
to ensure that existing and new centers continue to fulfill and strengthen their community-based 
mission as high-quality, comprehensive, patient-centered sites of primary care for our nation’s most 
vulnerable populations. 
Specifically, the survey results point to a number of ways in which federal and state leaders 
can help strengthen the nation’s community health centers and achieve high performance. These 
priorities include: 1) developing a policy to support and facilitate health centers, specialty care pro-
viders, and public hospitals to formalize referral and coordination partnerships so that they can 
ensure mutual accountability for vulnerable patients; 2) encouraging health centers to improve 
office systems and processes that will enable them to function as patient-centered medical homes;  
3) reforming payment to health centers in a way that will promote and sustain patient-centered 
medical homes; and, 4) forwarding adoption and use of health information technology (HIT), 
which will give health centers the ability to identify, track, and manage patients’ health needs. 
Notes: Usually means 75% to 100% of the time. Medical home (MH) includes measures of access, patient tracking, and registry functions; 
test tracking, referral tracking, and performance reporting and improvement.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting they usually . . .
Exhibit ES-3. Health Centers with Greater Medical Home Capacity 
Report Better Notification About Care Their Patients Receive 
in the ER and Hospital
0–2 MH domains
3–4 MH domains
Medical home (5 domains)
75
50
25
0
Are notified of 
patient’s ER visit
Are notified patient 
was admitted
Receive discharge 
summary
31 34
14
45
31
20 21 21
45

1Enhancing the Capacity of Community Health Centers  
to Achieve High Performance
iNTRODuCTiON
Federally Qualified Health Centers (FQHCs) are community-based health centers that provide 
comprehensive primary health care and behavioral and mental health services to all patients regard-
less of their insurance status or ability to pay.6 Located in medically underserved areas, FQHCs are a 
critical component of the health care safety net. These centers serve patient populations that are pre-
dominantly low-income, minority, and uninsured or that rely heavily on public insurance. In 2007, 
over 1,000 health centers operated approximately 6,000 sites throughout the United States and ter-
ritories and served an estimated 16 million patients. Of those patients, 90 percent live at or below 
200 percent of the federal poverty level, 40 percent are uninsured, and 45 percent rely on public 
insurance (Exhibit 1).7
For the past 10 years, the federal government has stepped up its investment in community 
health centers to increase access and improve quality of care. A recent study found that federal 
investments made between 1996 and 2006 enabled centers to provide additional health care to 
uninsured or underinsured patients. These investments also translated into improved access to ser-
vices such as 24-hour care, as well as mental health and substance abuse treatment and counseling.8
More recently, FQHCs received an additional $2 billion in federal funding from the 
American Recovery and Reinvestment Act of 2009 in order to treat more uninsured patients during 
the recession, to upgrade their facilities, and to adopt health information technology systems.9 The 
recent passage of the health reform bill—the Patient Protection and Affordable Care Act—calls for 
an increase in FQHC funding of $11 billion over five years, roughly doubling the program’s federal 
budget. It is possible that the demand for health services in federally qualified health centers will 
increase much as it did in Massachusetts in 2006 after the passage of that state’s comprehensive 
health reform.10 Since federally qualified health centers will continue to play a critical role in provid-
ing care to uninsured and underinsured patients and other vulnerable populations, describing 
FQHCs’ current capacity and spotlighting areas where improvement can lead to improved access 
and quality of care are vitally important.
In 2009, The Commonwealth Fund conducted a national survey of all federally qualified 
health centers in order to assess whether they have the capacity to function as high-performing sites 
of care. A total of 795 centers responded to questions about their patients’ access to care, including 
questions about after-hours or 24/7 care, about obtaining specialist referrals and procedures, about 
coordination of care between providers and across settings, and about engagement in quality 
improvement activities and performance reporting. The survey also assessed health information 
2technology adoption, the ability to track and manage patient information, workforce issues, and the 
extent to which centers have attributes of a patient-centered medical home (PCMH). 
The survey results point to a number of policy priorities for bolstering health centers’ 
capacity to achieve and sustain even higher levels of performance.
STuDy FiNDiNGS
Federally Qualified Health Centers Serve a vulnerable Patient Population
A critical component of the government safety net, federally qualified health centers serve the most 
vulnerable U.S. populations, including large numbers of uninsured and low-income populations. Of 
the 16 million patients served by these centers, more than six million, or 40 percent of center 
patients, were uninsured, while another 5.7 million were covered by Medicaid (Exhibit 1). Just 15 
percent of patients seen at FQHCs had some form of private health care coverage. Minority groups 
composed a disproportionate share of the total community health center patient base, with African 
American and Hispanic/Latino patients overrepresented relative to national estimates. 
Source: George Washington University Department of Health Policy analysis of 2007 UDS data, HRSA.
Exhibit 1. Federally Qualified Health Centers 
Serve Many Low-Income and Uninsured Patients
Total Number of FQHC Patients in 2007
16.1 Million
Federal poverty level Source of insurance
Uninsured
6.2m
40%
Medicaid
5.7m
35%
Private
2.5m
15%
Other Public
0.4m
2%
Medicare
1.2m
8%
101%–200% 
FPL
3.4m
21%
<100% FPL
11.3m
70%
>200% FPL
1.4m
9%
3most Centers Provide Enhanced Access to On-Site Care 
A core component of a well-organized, high-performing health care system is timely access to appro-
priate care.11 The majority of health centers provide accessible care to their patients within their 
practice sites (Exhibit 2). Nearly three-fourths (72%) of centers indicated that their patients are usu-
ally or often able to receive a same- or next-day appointment when they request one. Two-thirds of 
centers indicated that their patients can usually or often get telephone advice on clinical issues dur-
ing office hours, although just one-half (51%) of centers can provide this telephone service in the 
evening or on weekends.
Many health centers, however, offer their patients flexible hours in the mornings and eve-
nings for sick/urgent care as well as for regular or preventive health care visits. Nearly two-thirds 
(64%) of health centers have evening hours (after 6 p.m.) available for sick/urgent visits and 60 per-
cent have evening hours for regular or preventive visits (Appendix Table 1). Similarly, more than 
half of centers have early morning hours (before 8:30 a.m.) available for sick/urgent visits (58%) 
and regular or preventive care visits (55%).
Signaling a gap in the availability of after-hours care, far fewer health centers can provide 
office hours during the weekends for either sick/urgent care or regular visits. Less than half—44 
percent—have weekend hours available for sick/urgent care, while 37 percent have weekend hours 
available for regular or well visits. Availability of nontraditional office hours is important for patients 
served by health centers who often cite lack of scheduling flexibility as a barrier to health care.12 
Note: Usually means 75% to 100% of the time and Often means 50% to 74% of the time.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting the majority of patients can get the following:
Exhibit 2. The Majority of Clinics Can Schedule Patients with 
Their Personal Clinician and Provide Same- or Next-Day Appointments
Often
Usually
100
75
50
25
0
Telephone advice on 
clinical issues on 
weekends/after hours
Telephone advice on 
clinical issues during 
oce hours
Same- or next-day 
appointments when 
requested
Appointments 
scheduled with 
personal clinician
88
66
72
51
14
47 41 42
65
25
23
30
4Considerable evidence demonstrates that patients value strong interpersonal relationships 
with their clinicians and that patients with ongoing care relationships are more likely to adhere to 
medical advice, report better health care quality, and are less likely to file medical malpractice 
claims.13 In population surveys, having a personal clinician also is associated with better rates of pre-
ventive care, such as cholesterol and blood pressure checks and cancer screenings: individuals with 
diabetes that have a personal clinician are also more likely to receive recommended care.14 The sur-
vey finds that nearly two-thirds (65%) of all centers can usually schedule patients with their per-
sonal clinician and another quarter (23%) can do so often. These data suggest that FQHCs are 
making great strides in establishing ongoing patient–clinician relationships.
Access to Off-Site Specialty Care Remains a Barrier, Even for the insured
Although most health centers are able to offer their patients enhanced on-site access to preventive 
care, many centers face difficulties obtaining off-site specialty care for their patients (Exhibit 3). 
Getting timely appointments is as difficult as obtaining procedures. Nearly all (91%) health centers 
reported that it is somewhat or very difficult to obtain procedures with specialists for their unin-
sured patients. Health centers also struggle to get specialty and subspecialty care services for their 
insured patients—71 percent of health centers indicated it is very difficult or somewhat difficult to 
get procedures for their Medicaid fee-for-service patients and half (49%) of centers find it difficult 
to obtain these services for their Medicare patients.
Note: Diﬃculty includes “somewhat or very diﬃcult.”
* Medicaid-fee-for-service.
Source: The Commonwealth Fund National Survey of Federally Qualiﬁed Health Centers (2009).
Percent of centers reporting diﬃculty getting appointments or procedures with 
specialists/subspecialists for patients with the following type of insurance
Exhibit 3. The Vast Majority of Centers Have Diﬃculty Obtaining
Specialty Care, Especially for Their Uninsured Patients
100
75
50
25
0
Diﬃcult to obtain timely appointments 
with specialists/subspecialists
Diﬃcult to obtain procedures with 
specialists/subspecialists
Uninsured Medicaid* Medicare Private
23 25
45
68
88
49
91
71
5However, our study finds that having hospital affiliations can facilitate access to specialty 
medical services (Exhibit 4). Centers with hospital affiliations for referrals to specialist or subspecial-
ist care reported less difficulty obtaining procedures for their Medicaid fee-for-service patients, com-
pared to centers without an affiliation (69% vs. 79%). Forty-six percent of centers that have hospi-
tal affiliations for referrals reported difficulty in obtaining off-site specialty care for their Medicare 
patients, compared with 60 percent of centers without an affiliation. Obtaining specialty care for 
their uninsured patients, however, remains difficult regardless of whether centers have referral 
affiliations.
Health Centers Struggle to Provide Care Coordination Across Care Settings
Coordinating care among providers helps avoid duplicative tests and adverse drug interactions.15,16 
Health centers struggle to provide effective care coordination for their patients across settings 
(Exhibit 5). Only 23 percent of centers reported that they are usually notified when their patient 
has had an emergency room (ER) visit, and only one-third are notified when their patient has been 
admitted; furthermore, only one-third (35%) of centers indicated that they receive discharge-sum-
mary reports from hospitals.
However, centers that have more formal arrangements with hospitals reported better com-
munication with hospitals about the care their patients receive in the ER. Seventy percent of all 
health centers have hospital admitting privileges. Nearly three times as many health centers with 
physician admitting privileges (28%) reported that hospitals notify them that their patient has had 
Note: Difficulty includes “somewhat or very difficult.”
* Medicaid-fee-for-service.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting difficulty obtaining procedures with specialists/subspecialists
Exhibit 4. Health Centers with Hospital Affiliations Report
Fewer Difficulties Obtaining Specialty Care for Their Patients
Hospital affliation for referrals for specialist or subspecialist care
No hospital affiliation for referrals
100
75
50
25
0
Medicare Medicaid* Uninsured
46
69
60
79 80
91
6Notes: Usually means 75% to 100% of the time.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting they usually . . .
Exhibit 5. Health Centers with Admitting Privileges Are More Likely 
to Receive Notification About Patient Care
Total 
Hospital-aﬄiated physicians have admitting privileges
No hospital aﬄiation for admitting privileges
75
50
25
0
Are notified of 
patient’s ER visit
Are notified patient 
was admitted
Receive discharge 
summary
33
1110
42 42
28
23
20
35
Note: Usually means 75% to 100% of the time and Often means 50% to 74% of the time.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting the following:
Exhibit 6. The Majority of Centers Track and Receive Reports of 
Patient Care Provided by Off-Site Specialists
Often
Usually100
75
50
25
0
Center tracks referrals 
until consultation report 
returns to referring 
provider
Referring provider 
receives report back from 
specialist/subspecialist 
about care given to 
patient
Center receives 
report from 
specialist/subspecialist 
within 30 days
29
29
72
64
70
20
50 43
35
7an ER visit than do centers without this affiliation (10%). About four times as many centers with 
an affiliation (42%) indicated the hospital notified them that their patient has been admitted, com-
pared to centers without an affiliation (11%). Furthermore, twice as many centers with admitting 
privileges (42%) receive a discharge summary or report from hospitals; centers without these privi-
leges receive these reports only 20 percent of the time. 
Many health centers have systems in place to track referrals to specialist and subspecialists 
(Exhibit 6). Seven of 10 centers indicated that they usually or often track referrals until the consul-
tation report returns to the referring provider, and nearly three-quarters (72%) of centers indicated 
that the referring provider usually or often receives a report from the specialist about their patient’s 
care. Yet, fewer centers find they receive these reports in a timely manner—just one third (35%) of 
centers usually receive specialists’ reports within 30 days.
Even with hospital affiliations, coordination across sites of care remains difficult. Building 
stronger and more formal relationships can help overcome these barriers and may improve access to 
specialty care for patients as well as communication between health centers and hospitals. A recently 
discussed model of care—the accountable care organization (ACO)—is just one way to integrate 
outpatient primary care, specialty care, and hospital care in a formal structure that holds organiza-
tions jointly accountable for patients’ health care quality and costs.17 
most Health Centers Need to improve Their Systems for Tracking Patients
The survey assessed a center’s capacity to provide coordinated care by asking whether centers can 
easily collect, track, and monitor patient information. The survey asked—from easy to difficult—
whether centers can generate lists of patients by diagnosis, medication, or by whether patients are 
overdue for preventive care services. Survey results showed that most centers can easily generate a list 
of patients by diagnosis (69%) or by provider (59%) using the records systems already in place 
(Exhibit 7). However, far fewer health centers are able to easily generate information about their 
patients by lab results (45%) or by which patients are overdue for tests or preventive care (25%).
The survey also gauged a center’s ability to monitor and track patient lab tests, imaging 
results, or follow-up appointments (Exhibit 8). Most (69%) health centers reported that they can 
usually or often track ordered lab tests until the results reach clinicians. But fewer than half (46%) 
of centers indicated that their providers receive an alert or prompt to notify patients of test results. 
Many centers have limited access to processes that can prompt clinicians to provide appropriate pre-
ventive or follow-up care to patients. Just one-quarter (23%) of centers said providers can usually 
receive prompts about what appropriate services are needed by the patient at the time of service. 
Only 18 percent usually send patients reminder notices for preventive or follow-up care. This is 
unfortunate. Research shows that patients who receive reminders from their clinician are more likely 
to get preventive care such as cholesterol or blood pressure checks and cancer screenings.18 
8Note: Easy means they can generate information about the majority of patients in less than 24 hours.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting it is easy to generate clinical information 
about the majority of their patients 
Exhibit 7. The Majority of Clinics Have Patient Registries, 
But Only 25 Percent Can Determine Which Patients Are Overdue 
for Tests or Preventive Care
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Note: Usually means 75% to 100% of the time and Often means 50% to 74% of the time.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting the following:
Exhibit 8. Many Clinics Track Lab Tests and Results 
But Have Limited Access to Alerts and Prompts 
to Provide Patient Results or Preventive Care Reminders
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9Adoption of Advanced Health information Technology is Highly variable
The American Recovery and Reinvestment Act of 2009 (ARRA) provides $2 billion in funding for 
2009 and 2010 to help FQHCs serve the recently uninsured, to adopt and expand health informa-
tion technology (HIT), and to improve infrastructure. The survey points to ways to strengthen cur-
rent HIT system capacity that funding from ARRA can readily address.
Information systems offer clinicians valuable tools to better manage and coordinate the care 
of their patients. The survey asked about the use of health information technology and found that 
40 percent of FQHCs reported using electronic medical records (EMRs) in their centers (Exhibit 
9). This finding suggests that EMR use in community health centers has increased significantly in 
recent years. (The first national survey of FQHCs, conducted in 2006, found that only 26 percent 
of centers had some EMR capacity.19) The study also shows that EMR use in FQHCs almost paral-
lels its use by clinicians who practice outside of FQHCs: a 2009 national survey of primary care 
physicians found that 46 percent of physicians not practicing in FQHCs are now using electronic 
medical records in their facilities.20
Advanced use of HIT remains highly variable among centers. The survey asked whether cen-
ters had 13 different electronic systems for ordering prescriptions and tests, creating and maintain-
ing patient registries, tracking patients and tests, and providing alerts or prompts. The survey found 
that 39 percent reported having zero to three HIT functions, 31 percent reported four to eight 
functions, and 30 percent reported nine to 13 functions. Impressively, more FQHCs have medium 
and high IT capacity (31% and 20%, respectively) than practitioners in other settings, according to 
a national sample of doctors.
Research has shown that computerized order entry and decision support have the potential 
to lower costs and save lives.21 Health centers were asked to describe their computerized systems to 
order medications, tests, and other functions. More than half (57%) of centers reported routinely 
using EMR to access patients’ laboratory tests results. Forty-five percent routinely use EMRs to 
order laboratory tests electronically. However, fewer than four of 10 (38%) health centers use com-
puterized systems to electronically enter clinical notes, issue medication alerts or prompts (38%), list 
medications taken by a patient (38%), and electronically prescribe medications (35%). These rates 
are comparable to those in a national survey of clinicians not practicing in community health cen-
ters (CHCs).
Respondents were also asked to describe their electronic systems for patient registries and 
tracking (Exhibit 9). A majority of centers reported using computerized processes to generate lists of 
patients by diagnosis (80%) and lab results (59%), substantially more than non-CHC providers 
(42% and 29%, respectively). Fewer (46%) CHCs reported that they electronically generate lists of 
patients who are due or overdue for tests or preventive care; still, only 29 percent of non-CHC pro-
viders reported that they can do this in their practice. The use of electronic systems to track patients 
and send reminders is also relatively low among CHCs. Slightly more than one-third (36%) of 
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Exhibit 9. Health information Systems: Functional Capacity
CHC Total PCP Total
unweighted N= 795 1,349
Overall information Technology Capacity % %
Low (0–3 functions) 39 52
Medium (4–8 functions) 31 24
High (9–13 functions) 30 24
Computerized Systems to Order medications, Tests, and Other Functions
1) Has electronic medical records (EMRs) throughout health center 40 46
Routinely use the following technologies:
2) Electronic access to patients’ laboratory tests results 57 59
3) Electronic ordering of laboratory tests 45 38
4) Electronic entry of clinical notes, including medical history and  
follow-up notes
38 42
5) Electronic alerts or prompts about a potential problem with  
drug dose or drug interaction
38 37
6) Electronic list of all medications taken by a patient (including those 
prescribed by other doctors)
38 31
7) Electronic prescribing of medication 35 40
Electronic Systems for Patient Registries
Use computerized process to generate the following information:
8) List of patients by diagnosis 80 42
9) List of patients by lab result 59 29
10) List of patients who are due or overdue for tests or preventive care 46 29
Electronic Systems to Track Patients, Tests, and Send Reminders  
for Preventive Care
Use computerized process for the following tasks:
11) Laboratory tests ordered are tracked until results reach clinicians 36 28
12) Patients receive reminder notices when regular preventive  
or follow-up care is due
34 18
13) Provider receives an alert or prompt to provide patients with test results 28 23
Note: CHC is community health center; PCP is primary care physician.
Sources: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009); The Commonwealth Fund International Health Policy Survey of Primary Care  
Physicians (2009).
centers can electronically track laboratory tests until results reach clinicians (36%). A similar num-
ber (34%) use electronic systems to send patients reminders that preventive or follow-up care  
is needed.
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The use of Advanced HiT Facilitates management of Patient information, 
Tracking, and Care Coordination Among Providers
Centers that have substantial health information technology capacity can more easily generate infor-
mation about their patients and notify their providers to provide patients with tests results or appro-
priate services at point of care. For example, more than twice as many health centers with high HIT 
capacity indicated their providers receive alerts to provide patients with test results than do provid-
ers at centers with the lowest HIT capacity (51% vs. 25%) (Exhibit 10). Furthermore, nearly half of 
clinics with high HIT capacity are able to easily generate a list of patients that are due or overdue 
for tests or preventive care (47%) or by health risk (48%). These figures compare with just 9 per-
cent and 12 percent, respectively, for clinics with the lowest HIT functionality (Exhibit 11).
Centers that have the capacity to use more advanced HIT are also better able to manage 
coordination between multiple providers by tracking referrals and ensuring timely receipt of reports 
from specialists (Exhibit 12). More than half of centers with advanced HIT usually track referrals 
until the consultation report returns to the referring provider, whereas only 42 percent of centers with 
low HIT capacity do. In addition, centers with advanced HIT capacity are more likely to get timely 
receipt of specialist reports: 44 percent of centers with advanced HIT receive reports from special-
ists/subspecialists within 30 days, compared with just 32 percent of centers with low HIT capacity. 
Clearly, enhancing a center’s HIT capacity can significantly improve patient care and coordination. 
Note: Usually means 75% to 100% of the time.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting the following usually occurs:
Exhibit 10. Clinics with Advanced Health Information Technology (HIT) 
Capacity Are More Likely to Alert and Prompt Providers to 
Provide Patients with Results or Preventive Care Reminders
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Note: Easy means they can generate information about the majority of patients in less than 24 hours.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting it is easy to generate clinical information about 
the majority of their patients 
Exhibit 11. Clinics with Advanced Health Information Technology (HIT) 
Capacity Can Easily Generate Information About Their Patients
Low HIT capacity (0–3 functions)
Medium HIT capacity (4–8 functions)
High HIT capacity (9–13 functions)
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9
Note: Usually means 75% to 100% of the time.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting the following usually occurs:
Exhibit 12. Clinics with Advanced Health Information Technology (HIT) 
Capacity Can More Easily Manage Care Between Multiple Providers
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Exhibit 13. Performance Reporting and Quality improvement Activities
CHC Total
unweighted N= 758
Performance Reporting: Performance data are collected on clinical 
outcomes or patient satisfaction surveys and reported at the provider 
or practice level
99%
Quality improvement activities include:
1) Setting goals based on measurement results 97%
2) Taking action to improve performance of individual physicians 87%
3) Taking action to improve performance of the specialty practices 99%
4) Taking action to improve performance of the center as a whole 99%
All four quality improvement activities 85%
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Nearly All Centers Report Performance Data and Pursue Quality improvement 
Health centers have been very successful at adopting performance reporting. In fact, nearly all 
(99%) health centers indicate that they collect and report performance data at the provider and/or 
practice level in order to analyze clinical outcomes (Exhibit 13). Health centers also use these data to 
gauge patient satisfaction. Widespread success in this area is the result of federal policy: as recipients 
of Section 330 funding, health centers must have ongoing quality improvement/assurance programs.
Performance reporting efforts also have been buttressed by a U.S. Health Services and 
Resources Administration (HRSA) program that, between 1998 and 2007, led and supported a 
series of Health Disparities Collaboratives. These collaboratives provided hands-on technical assis-
tance to improve the quality of care in health centers and to reduce racial and ethnic disparities 
through implementation of the Wagner chronic care model, the application of improvement sci-
ence, and the development of enhanced or new strategic partnerships at the local and national lev-
els.22,23 Eighty-five percent of the centers responding to the Commonwealth Fund Survey of 
Federally Qualified Health Centers participated in these collaboratives.
In a high-performing health care delivery system, providers and health system leaders con-
tinuously learn and apply their knowledge to improve the quality, value, and patients’ health care 
experiences.24 Nearly all FQHCs participate in quality improvement activities, in particular in activ-
ities that improve the performance of the center (99%), that enhance specialty practices (99%), and 
help set goals based on measurement results (97%) (Exhibit 13). Centers that have specific resources 
for quality improvement (QI), such as a dedicated staff, information systems, financial support, staff 
training or staff recognition, are more likely to participate in QI activities (data not shown).
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many Health Centers Possess Some medical Home Attributes,  
but Few Possess All
The patient-centered medical home is an approach to providing individualized care in primary care 
settings. It has been identified as a model for delivering high-quality care, reducing racial and ethnic 
disparities, and reducing costs.25,26 This model organizes care around the relationship between the 
patient and the personal clinician. Although multiple accreditation programs exist, the measures 
developed by the National Committee for Quality Assurance (NCQA) are the most widely used set 
of standards for evaluating an organization’s development and implementation of the systems neces-
sary to function as a patient-centered medical home.27 The NCQA metrics (PCC-PCMH) assess 
how effectively physician practices use health information technology, establish processes to coordi-
nate care, and redesign office practices in order provide patient-centered care.28 A physician practice 
must score above a certain threshold score and also show proficiency in at least five of 10 specific 
priority areas (“must pass” elements) to meet the entry-level criteria as a medical home.29,30
Loosely modeled on the NCQA PCC-PCMH framework, we created a medical-home scale 
that prioritized office systems and processes in five domains. Centers were scored on their ability to: 
1) “usually” provide patients with same-/next-day appointments, or “usually” provide patients with 
telephone advice on clinical issues during office hours or on weekends or after-hours; 2) easily gen-
erate a list of patients by diagnosis using the center’s medical records system; 3) “usually” or “often” 
track referrals until the consultation report returns to the referring provider; 4) “usually” track labo-
ratory tests until the results reach clinicians or “usually” alert or prompt clinicians to provide 
patients with test results; and 5) collect and report data on clinical outcomes or patient satisfaction 
surveys. These data were reported either at the provider or practice level. Centers were grouped by 
whether they had capacity in all five domains, three to four domains, or two or fewer domains.31
The health center model of comprehensive primary care encompasses the NCQA definition 
of medical home. However, survey findings indicate that more work and support is needed to 
ensure that all centers demonstrate the capacity to address all five domains of the patient-centered 
medical home.32 Most surveyed health centers possess some attributes of a PCMH model. But less 
than one of three (29%) health centers has the system capacity in all five domains. More than half 
have capacity in three to four areas (Exhibit 14). 
Seven of 10 (71%) FQHCs can “usually” provide patients with same-/next-day appoint-
ments, or can “usually” provide patients with telephone advice on clinical issues during office hours 
or on weekends or after-hours. The majority of FQHCs also reported that they have office systems 
which allow them to easily generate lists of patients by diagnosis (69%) or easily track referrals until 
the consultation report returns to the referring provider (70%). However, health centers need better 
systems to track lab results—only six of 10 centers reported that their lab tests are usually tracked 
until the results reach the physician or that providers usually receive alerts to provide patients with 
test results. 
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Centers with larger proportions of uninsured and minority populations are less likely to pos-
sess office systems in all five domains. Nearly four of 10 (38%) health centers with two or fewer 
medical home domains treat large proportions of uninsured patients. That figure compares with one 
of three (29%) centers that have capacity in all five domains (Appendix Table 4). Nearly six of 10 
(58%) centers with few medical home domains serve a large proportion of minority patients, com-
pared with 46 percent of medical homes with all five domains. 
more medical Home Attributes Linked to Better Care Coordination,  
Fewer Physician and Nurse Shortages
Overall, health centers with a greater number of medical home features are able to provide better 
coordination of care for their patients. This is true, in part, because these centers are more likely to 
have affiliations with hospitals for referrals and admitting privileges. Nearly six of 10 (57%) centers 
with the fewest number of medical home domains have difficulty obtaining specialty care for their 
Medicare patients, while only four of 10 (39%) centers with capacity in all five medical home domains 
have this difficulty (Exhibit 15). The pattern is similar for access to specialty care for Medicaid 
patients. 
In addition, centers with greater medical home capacity are significantly more likely to be 
notified about the care that their patients receive in ER departments or when admitted to local 
Exhibit 14. indicators of a medical Home
indicators of medical Home Total
medical Home Capacity—Total Number of NCQA Domains
Capacity in All 5 Domains 29%
Capacity in 3 to 4 Domains 55%
Capacity in 0 to 2 Domains 16%
1) NCQA Domain—Patient Tracking and Registry Functions: Can easily generate a list of 
patients by diagnosis with the current patient medical records system
69%
2) NCQA Domain—Test Tracking: Provider usually receives an alert or prompt to provide 
patients with test results; or laboratory test ordered are usually tracked until results 
reach clinicians
60%
3) NCQA Domain—Referral Tracking: When clinic patients are referred to specialists or 
subspecialists outside largest site, center usually or often tracks referrals until the con-
sultation report returns to the referring provider
70%
4) NCQA Domain—Enhanced Access and Communication: Patients usually are able to 
receive same- or next-day appointments, can get telephone advice on clinical issues 
during office hours or on weekends/after hours
71%
5) NCQA Domain—Performance Reporting and improvement: Performance data are 
collected on clinical outcomes or patient satisfaction surveys and reported at the pro-
vider or practice level
99%
Notes: Easily means they can generate information about the majority of patients in less than 24 hours. Usually means 75% to 100% of the time and Often means 50% to 74% of the time. 
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
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Notes: Difficulty includes “somewhat or very difficult.” Medical home (MH) includes measures of access, patient tracking, 
and registry functions; test tracking, referral tracking, and performance reporting and improvement.
* Medicaid-fee-for-service.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting difficulty obtaining procedures with specialists/subspecialists
Exhibit 15. Health Centers with Greater Medical Home Capacity
Report Fewer Difficulties Obtaining Specialty Care for Their Patients
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Notes: Usually means 75% to 100% of the time. Medical home (MH) includes measures of access, patient tracking, 
and registry functions; test tracking, referral tracking, and performance reporting and improvement.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting they usually . . .
Exhibit 16. Health Centers with Greater Medical Home Capacity 
Report Better Notification About Care Their Patients Receive 
in the ER and Hospital
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hospitals (Exhibit 16). More than twice as many centers with developed capacity in all five medical 
home domains are notified when their patients go to the ER than are those with the fewest domains 
(45% vs. 20%). That pattern continues when patients are admitted to the hospital (31% vs. 14%). 
Furthermore, far more centers that have capacity in all five medical home domains receive a dis-
charge summary (45%) than centers that have just three to four domains or zero to two domains 
(34% and 21%, respectively). These findings point to the fact that the ability to improve coordina-
tion of care beyond the walls of the center can depend on strong relationships within the local 
health system as well as the infrastructure and systems that are the hallmarks of medical homes. 
The survey also found that health centers with greater medical home capacity were more 
likely to report they have an adequate workforce and do not face shortages of physicians or nurse 
practitioners (Exhibit 17). A recent evaluation of a medical home program (with commercial payers) 
found that clinicians and staff report greater job satisfaction than their colleagues working in non-
medical home environments.33 Increased staff job satisfaction improves a center’s ability to retain 
staff. Thus, increasing medical home capacity can help address centers’ chronic struggles with main-
taining steady workforces. 
Note: Medical home (MH) includes measures of access, patient tracking and registry functions; test tracking, referral tracking, 
and performance reporting and improvement.
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
Percent of centers reporting . . .
Exhibit 17. Health Centers with Greater Medical Home Capacity 
Are More Likely to Report They Have an Adequate Workforce 
and Do Not Face Physician or Nurse Practitioner Shortages
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CONCLuSiONS AND POLiCy imPLiCATiONS
To deliver primary care effectively in community health centers and achieve high performance, 
health centers need to provide patients with easy access to care and well-coordinated services. 
Findings from The Commonwealth Fund’s National Survey of Federally Qualified Health Centers 
confirm other study findings. Most FQHCs are able to provide enhanced access to care within their 
own clinics. But access to off-site specialty care remains an ongoing barrier, especially for uninsured 
patients. Health centers that are affiliated with local hospitals for referrals have an easier time access-
ing specialty care for their patients than do centers without these affiliations. Furthermore, having 
hospital affiliations and the infrastructure and systems that are needed to be recognized as patient-
centered medical homes improve coordination and communication about patient care among health 
centers and local hospitals. 
The survey also found that despite increased electronic medical record penetration, the 
capacity for electronically ordering prescriptions and tests, for creating and maintaining patient reg-
istries, for tracking patients and tests, and for providing alerts or prompts remains highly variable 
among centers. Having advanced health information technology functionality greatly enhances a 
center’s ability to generate information about its patients and to notify center clinicians to provide 
patients with tests results or appropriate services at point of care. HIT functionality allows centers 
to notify patients about needed preventive care. Yet, only about 30 percent of centers reported that 
they have this type of information technology capacity. Federal initiatives to enhance health centers’ 
IT capacity, and that also support training and the use of HIT systems, such as the one under way 
as part of the stimulus package, will go a long way toward improving patient care and coordination.
Results from the Commonwealth Fund National Survey of Federally Qualified Health 
Centers suggest a number of ways in which federal and state leaders can help ensure that existing 
and new centers continue to fulfill and strengthen their community-based mission and become 
high-quality, comprehensive, patient-centered sites of primary care for our nation’s most vulnerable 
populations.
How Health Reform Can Help Health Centers improve Quality and Efficiency
The $11 billion increase in funding to federally qualified health centers will help meet the antici-
pated demand in health care services as millions of Americans gain health care coverage as a result of 
the Patient Protection and Affordable Care Act passed in March 2010. To ensure that FQHCs are 
appropriately reimbursed for providing their full range of services to high-need populations, 
Medicare will begin to pay health centers prospectively in October 2014 (a practice consistent with 
federal Medicaid policy). In January 2011, Medicare will also expand the list of preventive services 
it covers.
Funding for expansion of health center services can help address the increased demand 
FQHCs face. But improving resources and support for quality improvement activities is also critical 
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to health centers’ ability to continue to deliver high-quality care. Several provisions in the health 
care reform legislation allow FQHCs to test new payment and delivery models, encourage better 
coordination of care, and expand and support their workforce, thereby providing a tremendous 
opportunity to improve access and quality of care. 
For instance, a new state Medicaid plan option allows enrollees with chronic conditions to 
qualify for comprehensive care provided by a team of health professionals in partnership with a pri-
mary care provider. Depending on the state application, FQHCs in this program are eligible to pro-
vide services as the “team” or as the primary care provider. In addition, grants will be made available 
to providers who come together to develop networks (including community health centers, primary 
care, specialists, public health and hospitals) to deliver coordinated care to low-income populations. 
Several components of the health reform bill are designed to strengthen health centers’ 
workforces, a key component of health center stability. Previous studies indicate that despite having 
funds to help recruit and retain physicians at health centers, most centers remain understaffed.34 
The health care reform bill and the stimulus legislation include substantial incentives to improve 
recruitment and retention of clinicians in underserved areas.35 In the health reform bill, $1.5 billion 
is authorized to support scholarship and loan repayment assistance for clinicians who enroll in the 
National Health Service Corps and work in areas that are medically underserved or have shortages 
of clinicians. In addition, a “teaching health centers” program is established to enable community 
primary care providers—such as FQHCs—to receive direct and indirect payments for operating res-
idency training programs.
In fact, there is ample opportunity to further improve the care that patients receive from 
FQHCs. Results from our survey prompted the following recommendations:
Develop policies to encourage health centers and local hospitals to formalize partnerships 
in order to assume shared accountability for low-income and uninsured patients. Other 
studies have shown, and this study confirms, that health centers struggle to find specialists or sub-
specialists who will accept their patients for follow-up diagnosis or treatment.36,37 The survey find-
ings highlight that patients have more timely access to off-site specialty care when health centers 
have formal referral relationships with specialists who are willing to partner, or when health center 
physicians have admitting privileges to a local hospital. In these circumstances, clinicians are also 
better informed about the care their patients receive in the local emergency department and hospi-
tal. To improve coordination of care and management of illness for the poor and uninsured, incen-
tives must be put in place to encourage FQHCs, specialists, and hospitals to officially partner with 
each other and share responsibility for patients across the entire continuum of care. 
One promising approach are accountable care organizations, or ACOs—organizations or 
networks of primary, specialty, and hospital providers that are willing to manage the full range of 
patient care. These organizations and networks are responsible for the overall costs and quality of 
20
care for their defined population. ACOs provide an organizational structure that allows multiple 
providers to contract with payers in order to align financial incentives with the goal of improving 
clinical performance and to slow growth in spending. The Patient Protection and Affordable Care 
Act authorizes a new Center for Medicare and Medicaid Innovation, which is charged with testing 
the ACO model. FQHCs must be incorporated into ACO provider networks that include or target 
low-income, uninsured, and under-insured patients. This will ensure sufficient primary care capacity 
as well as inclusion of providers that have a historical commitment to serving vulnerable patient 
populations. If designed carefully, the integration of health centers into an ACO framework can, as 
our findings suggest, greatly improve poor and uninsured patients’ access to specialty care services 
and can better coordinate between primary care and hospital providers. 
use financial incentives to encourage health centers to become recognized as patient-
centered medical homes. Emerging research shows that patients with a medical home are more 
likely to receive preventive care and better management of chronic conditions as well as more effi-
cient care.38 We recommend that both public and private payers consider new payment mechanisms 
and financial incentives to promote patient-centered medical homes in FQHCs. Given the diversity 
in health centers’ revenue streams, there are multiple options for structuring financial rewards that 
will encourage and support medical home transformation. First, FQHCs are authorized under 
Section 330 of the Public Health Service Act to receive grants from the HRSA Bureau of Primary 
Health Care. These grants provide core support to health centers and constitute approximately 18.5 
percent of total FQHC revenues. Through this grant program, the Bureau of Primary Health Care 
should encourage grantees to apply for service expansions that can enable them to improve 24/7 
access, enhance their HIT capacity or office systems, and use patient registries for outreach and 
patient education.
The largest source of FQHC revenue (35%) is Medicaid reimbursement, which pays health 
centers prospectively based on an average cost over the past three years. Restrictions in the prospec-
tive payment and cost-based formula prohibit most health centers from accepting or keeping 
enhanced payments for high-quality primary care. The Centers for Medicare and Medicaid Services 
(CMS) should set national policy to enable all state Medicaid programs to implement an enhanced 
payment or bonus to FQHCs to support participation in quality improvement initiatives and/or 
build ongoing practice infrastructure. CMS can link enhanced PCMH payments to clinics that 
meet recognized standards for medical homes. This practice is now under way in New Orleans as 
part of large federal grant to restore and expand access to primary care, regardless of patients’ ability 
to pay.39 Enhanced PCMH payments will be tested in an upcoming federal demonstration: health 
centers that qualify as medical homes will receive an additional, monthly care management fee for 
each Medicare beneficiary.40 
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Reinstate grant support and technical assistance to help health centers participate in 
quality improvement initiatives. Beginning in 1998, in an effort to reduce racial and ethnic dis-
parities and improve quality of care for patients with chronic diseases, the Bureau of Primary Health 
Care led and supported learning collaboratives. These collaboratives were designed to build national 
and local infrastructure to provide FQHCs expert advice, remote learning, and other technical assis-
tance. Participating health centers engaged physicians and staff in efforts to learn and innovate, 
benchmark clinical performance, set targets for improvement, and implement disease registries to 
monitor patients’ progress. More than 800 health centers participated in the bureau’s initiatives. 
Evaluations have shown that health centers that have participated in these collaborations have 
improved the quality of care for patients with asthma and diabetes. 
Participating FQHCs have managed to sustain improvements, with a majority (69%) of 
centers reporting capacity to generate lists of patients by diagnosis. Ninety-nine percent reported 
that performance data is collected and reported at the provider or clinic level. Although individual 
centers continue to participate in disparites reduction and quality improvement activities, the Bush 
administration ceased funding for the national quality improvement program. In order to help all 
health centers achieve their optimal potential as patient-centered medical homes, use information 
technology effectively, and partner successfully with other providers to create accountable care  
organizations, federal government leadership and support for ongoing technical assistance should  
be reinstated. 
Promote adoption and use of health information technology. Our survey and others find that 
information systems enable providers to better manage and coordinate the care of their patients, 
something that can improve health care quality.41 Far-reaching, national efforts to implement infor-
mation systems in primary care are needed to enable health centers to improve their performance. 
Previous studies have shown that health centers that serve larger numbers of uninsured individuals 
or patients with family incomes below the poverty level are less likely to have functional electronic 
health records; lack of capital is a barrier to adoption.42 The federal stimulus package provides  
$1.5 billion in funding for 2009 and 2010 to improve FQHCs’ infrastructure, including health 
information technology. Federal and state leadership will be needed to ensure health centers receive 
adequate training to use electronic tools effectively in managing the care of their patients.
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methodoLogy
The 2009 Commonwealth Fund National Survey of Federally Qualified Health Centers was 
conducted by Harris Interactive, Inc., from March 2, 2009, though May 27, 2009, among 795 
executive directors or clinical directors at federally qualified heath centers (FQHCs). The survey 
consisted of an eight-page questionnaire that took approximately 20 to 25 minutes to com-
plete; a $100 incentive for the health center was included in the original mailing. The sample 
was drawn from a list provided by the Bureau of Primary Health Care (BPHC) of all FQHC  
grantees that have at least one site that is a community-based primary care clinic. A total of 
1,007 FQHCs were sent the questionnaire and 795 responded, yielding a response rate of  
79 percent. The data were weighted by the number of patients, number of sites, region,  
and urbanicity in order to more accurately reflect the universe of primary care community 
health centers.
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Appendix tAbLes
Appendix Table 1. Access to Care and Off-Site Specialty Services Among  
Federally Qualified Health Centers, 2009
Total
Unweighted N= 795
Access to Care in Health Centers Percent
Patients can get telephone advice on clinical issues during office hours
Usually (75%–100% of the time) 41
Often (50%–74% of the time) 25
Sometimes (25%–49% of the time) 22
Rarely (1%–24% of the time) 9
Never 2
Patients can get telephone advice on clinical issues on weekends or after regular office hours
Usually (75%–100% of the time) 47
Often (50%–74% of the time) 14
Sometimes (25%–49% of the time) 13
Rarely (1%–24% of the time) 14
Never 10
Patients’ appointments are scheduled with their personal clinician versus another clinician 
Usually (75%–100% of the time) 65
Often (50%–74% of the time) 23
Sometimes (25%–49% of the time) 8
Rarely/Never (0–24% of the time) 2
Patients can e-mail providers about clinical issues
Usually/Often (50%–100% of the time) 5
Sometimes (25%–49% of the time) 4
Rarely (1%–24% of the time) 19
Never 71
Availability of After-Hours Care
Sick visits/urgent care
Early morning hours (before 8:30 a.m.) 58
Evening hours (after 6 p.m.) 64
Weekend hours 44
All of these hours 22
Some of these hours 65
27
Regular or well visits 
Early morning hours (before 8:30 a.m.) 55
Evening hours (after 6 p.m.) 60
Weekend hours 37
All of these hours 18
Some of these hours 66
Access to Off-Site Specialty Care
Difficulty providers have to do each of the following (% reporting somewhat or very difficult):
Obtain timely appointments for office visits with specialists/subspecialists outside your center for 
following patients:
Uninsured patients 88
Medicaid fee-for-service patients 68
Medicaid managed care patients 64
Medicare patients 45
Other privately insured patients 23
Obtain procedures with specialists/subspecialists outside your center for following patients:
Uninsured patients 91
Medicaid fee-for-service patients 71
Medicaid managed care patients 67
Medicare patients 49
Other privately insured patients 25
Hospital Affiliation
Does your center’s largest site have any of the following types of relationships with your local 
hospital(s)? (% yes)
Hospital affiliation with referral of your patients for specialist or sub-specialist care 78
Hospital affiliation with your physicians having admitting privileges 71
Hospital referral to your center’s largest site 72
All of the above affiliations 47
Yes, has some of the above affiliations 47
None 5
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
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Appendix Table 2. Access to Off-Site Specialty Care and Coordination of Care  
Across Sites by iT Capacity and medical Home Status
information Technology 
Capacity
medical Home indicators
Total
Low 
(0–3) 
Functions
medium 
(4–8) 
Functions
High 
(9–13) 
Functions
0–2 
Domains
3–4 
Domains
All 5 
Domains
Unweighted N= 795 304 251 240 129 433 233
Access to Off-Site Specialty Care 
When patients are referred to specialists or 
subspecialists outside your largest site: 
The referring provider receives a report back 
from the specialists/subspecialist about care 
given to the patient
Usually (75%–100% of the time) 43 39 41 51 20 41 60
Often (50%–74% of the time) 29 27 32 29 34 30 25
Sometimes (25%–49% of the time) 19 21 21 15 28 21 12
Rarely/Never (0–24% of the time) 6 10 4 4 14 6 3
The report from the specialist/subspecialist is 
received by the center within 30 days
Usually (75%–100% of the time) 35 32 32 44 19 34 47
Often (50%–74% of the time) 29 29 32 25 22 31 29
Sometimes (25%–49% of the time) 23 24 25 20 38 22 17
Rarely/Never (0–24% of the time) 11 13 9 10 17 12 6
Center tracks specialist/subspecialist referrals 
until the consultation report returns to the 
referring provider
Usually (75%–100% of the time) 50 42 53 55 -- -- --
Often (50%–74% of the time) 20 21 21 20 -- -- --
Sometimes (25%–49% of the time) 15 19 13 13 -- -- --
Rarely/Never (0–24% of the time) 13 15 12 12 -- -- --
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Coordination Across Sites of Care
Hospital notified your center that a patient 
has been admitted
     Usually (75%–100% of the time) 33 26 36 40 20 31 45
     Often (50%–74% of the time) 14 13 12 16 13 14 14
     Sometimes (25%–49% of the time) 18 19 19 16 20 20 14
     Rarely (1%–24% of the time) 22 25 21 18 28 23 17
     Never 12 14 11 9 15 11 10
Emergency department notifies your center 
that your patient has had an emergency 
room visit
     Usually (75%–100% of the time) 23 16 25 29 14 21 31
     Often (50%–74% of the time) 15 15 15 15 14 14 18
     Sometimes (25%–49% of the time) 17 16 16 21 15 19 15
     Rarely (1%–24% of the time) 26 30 26 23 31 27 23
     Never 16 21 16 11 22 17 13
Your center receives a discharge summary  
or report from the hospital to which your  
patients are usually admitted
     Usually (75%–100% of the time) 35 31 34 43 21 34 45
     Often (50%–74% of the time) 20 17 21 24 18 20 22
     Sometimes (25%–49% of the time) 20 20 22 17 24 21 16
     Rarely (1%–24% of the time) 15 19 14 12 26 14 11
     Never 7 10 7 4 6 9 5
How long does it usually take for a hospital 
discharge summary or report to arrive?
     Less than 48 hours 13 8 16 17 12 13 15
     2–4 days 23 20 23 27 12 22 30
     5–14 days 31 36 27 30 33 33 27
     More than 2 weeks 25 26 28 21 31 41 23
Note: Medical home (MH) includes measures of access, patient tracking and registry functions; test tracking, referral tracking, and performance reporting  
and improvement. 
IT functionality includes 0–3 (low), 4–8 (medium), or 9–13 (high) of the following capacities: EMR throughout health center, electronic access to lab test results,  
electronic ording of lab tests, electronic entry of clinical notes, electronic alerts or prompts about potential drug problems, electronic list of all medications taken  
by a patient, electronic prescibing of medication, list of patients by diagnosis, list of patients by lab result, list of patients due or overdue for tests or preventive care,  
lab tests are electronically tracked until results receive clinicians, patients are sent computerized reminder notices for preventive or follow-up care, and provider  
receives a computerized alert or prompt to provide test results. 
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
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Appendix Table 3. maintaining Patient Registries and Tracking Patient  
Clinical information by iT Capacity, 2009
information Technology Capacity
Total
Low
(0–3) 
Functions
medium
(4–8) 
Functions
High 
(9–13) 
Functions
Unweighted N= 795 304 251 240
Electronic Systems for Patient Registries
How easy is  to generate the following information 
about the majority of your patients?
List of patients by diagnosis 
     Easy (<24 hours) 69 56 73 83
     Somewhat difficult (<1 week) 19 27 18 10
     Difficult (≥1 week) 7 11 6 2
List of patients by health risk
     Easy (<24 hours) 27 12 26 48
     Somewhat difficult (<1 week) 24 17 24 34
     Difficult (≥1 week) 18 25 17 9
List of patients by lab results
     Easy (<24 hours) 45 23 51 66
     Somewhat difficult (<1 week) 21 20 22 20
     Difficult (≥1 week) 16 27 11 6
List of patients who are due or overdue for tests or 
preventive care
     Easy (<24 hours) 25 9 25 47
     Somewhat difficult (<1 week) 26 16 33 32
     Difficult (≥1 week) 24 34 22 16
List of patients taking a specific medication 
     Easy (<24 hours) 26 10 22 53
     Somewhat difficult (<1 week) 22 14 25 29
     Difficult (≥1 week) 18 25 15 11
List of panel of patients by provider
     Easy (<24 hours) 59 48 62 69
     Somewhat difficult (<1 week) 19 19 21 17
     Difficult (≥1 week) 9 15 6 5
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Systems of Alerts, Prompts, and Patient Reminders 
Patients are sent reminder notices when it is time for 
regular preventive or follow-up care
     Usually (75%–100% of the time) 18 13 23 20
     Often (50%–74% of the time) 15 13 18 16
     Sometimes (25%–49% of the time) 23 24 24 20
     Rarely (1%–24% of the time) 24 25 21 28
     Never 16 22 13 13
Provider receives an alert/prompt at point of care 
for appropriate care services needed by patient
     Usually (75%–100% of the time) 23 10 21 43
     Often (50%–74% of the time) 17 14 17 22
     Sometimes (25%–49% of the time) 18 17 25 11
     Rarely (1%–24% of the time) 15 17 16 11
     Never 24 38 19 11
Provider receives an alert or prompt to provide 
 patients with test results
     Usually (75%–100% of the time) 33 25 27 51
     Often (50%–74% of the time) 13 10 17 13
     Sometimes (25%–49% of the time) 11 10 14 9
     Rarely (1%–24% of the time) 9 11 9 7
     Never 30 40 29 18
Laboratory tests ordered are tracked until results  
reach clinicians
     Usually (75%–100% of the time) 54 45 52 68
     Often (50%–74% of the time) 15 15 17 14
     Sometimes (25%–49% of the time) 8 9 10 4
     Rarely (1%–24% of the time) 8 11 7 6
     Never 11 16 11 5
Notes: IT functionality includes 0–3 (low), 4–8 (medium), or 9–13 (high) of the following capacities: EMR throughout health center, electronic access 
to lab test results, electronic ording of lab tests, electronic entry of clinical notes, electronic alerts or prompts about potential drug problems, elec-
tronic list of all medications taken by a patient, electronic prescibing of medication, list of patients by diagnosis, list of patients by lab result, list of 
patients due or overdue for tests or preventive care, lab tests are electronically tracked until results receive clinicians, patients are sent computerized 
reminder notices for preventive or follow-up care, and provider receives a computerized alert or prompt to provide test results. 
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
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Appendix Table 4. Characteristics of Federally Qualified Health Centers, 2009
information Technology Capacity medical Home indicators
Total
Low 
 (0–3) 
Functions
medium    
(4–8) 
Functions
High 
 (9–13) 
Functions
0–2 
Domains
3–4 
Domains
All 5 
Domains
Unweighted N= 795 304 251 240 129 433 233
Number of Sites
1–2 34 35 30 36 33 35 32
3–9 49 49 53 46 50 48 51
10 or more 15 12 15 19 11 15 18
urbanicity
City 45 44 46 47 51 46 41
Suburban 4 2 5 6 2 4 6
Small Town 16 14 17 16 11 17 15
Rural/Frontier 31 36 28 27 32 30 33
Region
Northeast 17 14 15 22 16 16 18
Midwest 19 23 19 15 21 21 16
South 35 32 34 41 30 32 45
West 25 24 29 22 27 28 19
Non-U.S. 4 7 3 0 7 4 2
Limited English Proficiency 
0–10% 42 43 40 41 38 42 44
11%–24% 15 10 17 19 14 15 14
25%–50% 22 21 23 23 24 21 23
Greater than 50% 19 23 18 16 22 20 18
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Payer mix:
Percent uninsured
Small (<25%) 24 24 25 22 21 24 25
Medium (25%–49%) 45 37 48 50 41 46 45
Large (50% or more) 31 38 27 26 38 29 29
Percent medicaid
Small (<25%) 41 47 35 41 40 41 43
Medium (25%–49%) 44 39 50 45 45 45 41
Large (50% or more) 13 12 13 12 14 12 12
Percent Private
Small (<10%) 32 32 32 31 35 31 30
Medium (10%–19%) 28 26 29 28 31 28 24
Large (20% or more) 36 35 36 38 26 37 40
Percent minority
Low (<5%) 15 17 15 13 11 13 21
Medium (5%–49%) 30 29 28 35 30 31 30
High (50% or more) 52 51 55 51 58 54 46
Physician Shortage
Yes 51 48 55 50 60 50 48
No 37 36 35 40 24 38 43
Don’t know/refused 10 14 8 8 12 10 9
information Technology 
Functionality
Low (0–3) functions 39 — — — 59 43 31
Medium (4–8) functions 31 — — — 28 30 36
High (9–13) functions 30 — — — 13 27 43
Note: Medical home (MH) includes measures of access, patient tracking and registry functions; test tracking, referral tracking, and performance reporting 
and improvement.  
Source: The Commonwealth Fund National Survey of Federally Qualified Health Centers (2009).
